Patients with psychotic illnesses are predicted to die 15 years younger than the national average. The chief cause is cardiovascular disease (1). Evidence-based guidelines including those produced by the National Institute of Health and clinical Excellence and the Quality Outcomes Framework, recommend regular monitoring of their cardiovascular risk (2,3,4).
Problem
The authors' personal experiences of a placement in an urban General Practice, and discussion with General Practitioners working there, made it quite clear that with regards to the care of patients with psychotic illnesses, monitoring of cardiovascular health might be dangerously insufficient. Informal observation of current practice demonstrated that there was poor clinic attendance of patients with psychotic illnesses, that current clinic reviews were insufficient and that general practitioners were unclear as to who was ultimately responsible for these aspects of a psychiatric patients care. Should it be the general practice, or should it be psychiatric services, including the community mental health team (CMHT)? The impact on psychiatic patients was clear, as they displayed a number of cardiovascular risk factors and events. Our investigation, extending to a rural practice, and then into secondary care, uncovered that part of the fault lay in poor patient concordance (e.g. addictive behaviours, lack of insight), part in poor healthcare performance (e.g. insufficient knowledge, conflicting guidelines) and part in poor communication between different healthcare services (e.g. unclear responsibilities, poorly integrated systems).
Background
Severe mental illness is a highly prevalent problem (5) . Patients can often lack insight into the nature of their condition and hence be more resistant to medical intervention, resulting in severe biopsycho-social consequences. Therefore the quality of healthcare provided makes a profound difference to patient outcomes. They are at a much greater risk of cardiovascular complications due to both patient factors, i.e. they demonstrate more cardiovascular risk factors such as smoking (6) , and pharmacological factors such as metabolically disruptive antipsychotics (7) . In addition the impact of clinicians plays a role in adverse cardiovascular outcomes. In spite of numerous clinical guidelines (2, 3, 4) , clinicians consistently underperform at monitoring cardiovascular health in these patient groups (8, 9) . Ultimately these factors culminate in the fact that the largest cause of physical morbidity and mortality in individuals with psychotic illnesses is cardiovascular disease; individuals with serious mental illness die 15 years younger than their peers (1). This is a significant health problem. In addition to the massive personal cost of cardiovascular disease in this patient group, the financial cost of these diseases in an increasingly constrained health budget makes it vital to institute good preventative medicine. the standard for all three audits. The BMI standard was 70%, total cholesterol was 62.5%, alcohol consumption was 70%, blood pressure was 70%, and blood glucose monitoring was 62.5%.
Baseline Measurement
Rural Primary Care 2010:
This investigation took place in a practice in a rural area of Dorset.
The practice database was searched for a list of patients with a diagnosis of schizophrenia and related disorders for whom the NICE guidelines on schizophrenia (3) were applicable; these diagnoses were schizophrenia (all sub-types), schizophreniform disorder, schizoaffective disorder and delusional disorder. For each of these patients, we searched their electronic notes for the date of their last BMI recording and last serum total cholesterol level. We then calculated the proportion of patients who had a record of each of these variables within the 15 months prior to data collection.
Baseline results showed a total of 28 people fitting the inclusion criteria. Within the 15 months prior to data collection:
1. 25% had a serum total cholesterol measured 2. 46% had a BMI measured Urban Primary Care 2011:
This investigation took place in a practice in an urban area of North London. We searched the practice database for patients with a diagnosis of schizophrenia and related disorders for whom the NICE guidelines on schizophrenia (3) were applicable; these diagnoses were schizophrenia (all sub-types), schizophreniform disorder, schizoaffective disorder and delusional disorder. For each of these patients, we searched their electronic notes for the date of their last BMI recording. We then calculated the proportion of patients who had a record of this variable within the 15 months prior to data collection.
Baseline results showed a total of 38 people fitting the inclusion criteria. Within the 15 months prior to data collection:
1. 56.2% had a BMI measured.
Design
The underlying causes for poor monitoring of cardiovascular health in individuals with psychotic illnesses are complex. On discussion with partners in both general practices, and further analysis of the data, it became clear that there was a core group of long-term nonattenders to general practice. These patients tended to be the worst effected by psychotic illnesses. It was clear that the partners were uncertain as to exactly who should be looking after these patients;
should it be the community mental health team and other psychiatric services, or should it be general practice? As a consequence the cardiovascular monitoring of these patients was poor. Thus it was discussed that our interventions should include both a primary and a secondary care arm.
In primary care the interventions required needed to fit in with the tools available in a typical general practice. Alert boxes were placed on patient's notes to encourage opportunistic screening if these patients arranged an appointment at the practice and letters were sent out to individual patients. The letters emphasised that cardiovascular monitoring was important for their physical health rather than their mental health. This was an aspect that we felt patients with psychotic illnesses would be more likely to identify with, and it was felt that even in the chronic non-attenders, that patients may retain better insight into their physical, than their mental, health.
The secondary care arm was designed to look at how secondary care mental health facilities approached cardiovascular monitoring.
We felt that they were more likely to deal with the group of patients who chronically avoided monitoring in primary care. Further information about secondary care practice could therefore guide primary care as to how to manage the cardiovascular health of this group of patients. An audit cycle in an acute psychiatric unit was completed. It looked at two factors: We initiated some simple interventions that might counteract some of the issues above:
1. Producing an alert-box system on the electronic notes to remind health care professionals to carry out the various cardiovascular checks for these patients 1. 84% of patients had had their blood pressure measured 2. 42% of patients had had their cholesterol levels measured 3. 0% of patients had had their BMI measured 4. 84% of patients had had an alcohol history taken 5. 40% of patients had had a capillary blood glucose or HbA1c monitored As a second step the amount of the above indicators communicated from secondary care to primary care was also audited. Out of the information collected in secondary care the following percentages of recordings were not forwarded on either through admission or discharge summaries. 50% for blood pressure, 15% for cholesterol, 10% for alcohol history and 72% for blood glucose monitoring. As no BMIs were taken there was none to forward on to primary care.
This audit and the results of the first rounds of the primary care audits were presented at a teaching session to both senior psychiatrists and junior doctors. Barriers to more widespread cardiovascular monitoring in secondary care were felt to be that the day patients are acutely admitted to the ward was the time-point when junior doctors were most likely to perform these cardiovascular checks and take blood samples. However patients were often most unwell and most difficult to take blood samples from on admission. As a patient's condition improved there was no easy way of keeping track of who had had these cardiovascular indicators monitored.
Barriers to communication with general practice were felt to be lack of awareness of the importance of continued cardiovascular monitoring on discharge and of the difficulty of cardiovascular monitoring in primary care.
Two main interventions were suggested. 2. An additional box was added to the discharge form which contained these indicators of cardiovascular health. This would serve as a reminder to both consultants and junior doctors to communicate all findings already taken to primary care.
Post-Measurement
Rural Primary Care 2011:
We re-collected data 15 months after the first data collection, using the same methodology: This investigation took place in the same practice in a rural area of Dorset. We searched the practice database for patients with a diagnosis of schizophrenia and related disorders for whom the NICE guidelines on schizophrenia (3) is applicable; these diagnoses were schizophrenia (all sub-types), schizophreniform disorder, schizoaffective disorder and delusional disorder. For each of these patients, we searched their electronic notes for the date of their last BMI recording and last blood total cholesterol level. We then calculated the proportion of patients who had a record of each of these variables within the 15 months prior to data collection.
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Baseline results showed a total of 67 people fitting the inclusion criteria. Within the 15 months prior to data collection:
1. 54% had a serum total cholesterol measured, as compared with 25% in the first collection.
2. 45% had a BMI measured as compared with 46% in the first collection.
Urban Primary Care 2012:
We re-collected data 15 months after the first data collection, using the same methodology: This investigation took place in a practice in an urban area of North London. We searched the practice database for patients with a diagnosis of schizophrenia and related disorders for whom the NICE guidelines on schizophrenia (3) is applicable; these diagnoses were schizophrenia (all sub-types), schizophreniform disorder, schizoaffective disorder and delusional disorder. For each of these patients, we searched their electronic notes for the date of their last BMI recording. We then calculated the proportion of patients who had a record of this variable within the 15 months prior to data collection.
Baseline results showed a total of 37 people fitting the inclusion criteria. Within the 15 months prior to data collection:
1. 73% had a BMI measured as compared with 56% in the first collection.
Lessons and Limitations
This project highlighted some of the widespread difficulties in 
